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Policy/Procedure Regarding Cardiac CT 
 

Date Effective: MM/DD/YYYY 

Type of Policy: Please indicate if this document is hospital policy or ACHD program policy/clinical 

guideline.  

 

Purpose 
Indicate why this policy is in place and the population it serves.  

Policy Statement 
State the actual policy for ACHD patients to receive cardiac CTs. This statement can be a general 

overview of the process. Please reference information such as: 

• Description of where the services are performed (pediatric or adult hospital)  

• Who performs the exams (i.e., CT tech, CT tech with fellow, CT tech with 

cardiologist/radiologist…) 

• Who manages the protocols  

• Education  

• Who interprets the exams 

Procedures  
Describe in detail the specific procedures or guidelines implemented to ensure ACHD patients can 

receive adequate imaging. 

References  
N/A 

Required Signatures  
N/A 

 

Helpful Tips 
Please upload any documentation or examples of the above policy to the “additional files” section of 

your application.  

Section O: Cardiac CT. These documents should be labeled with “O1” only in the title so that each 

policy/plan can be easily identified. 

 
 


